Introduction: Positive HIV results disclosure plays a significant role in the successful prevention and care of HIV infected patients. It provides
Introduction
HIV/AIDS remains a major public health problem and more effort is needed to ensure successful treatment and prevention programs.
Disclosure is an important component in uptake of prevention of mother-to-child transmission (PMTCT) services [1] . Women are counseled to share with their partner their own HIV test result and they become responsible for encouraging their partner to undertake HIV testing. The dialogue on sexual activity or HIV/AIDS within a couple is often difficult, especially when women discover that they are HIV-infected [2] . Among postpartum mothers, disclosure is associated with adherence to safer infant feeding practices, exclusive breast feeding, exclusive replacement feeding, creates awareness about HIV risk for the untested sexual partners, supports risk reduction, promotes safer sexual behavior, increased retention in eMTCT programs, leads to better clinical outcomes such as CD4+ count increases and higher rates of retention in treatment programs [3] [4] [5] [6] [7] [8] [9] [10] [11] [12] . Studies also show that disclosure is a potential strategy for dealing with stigma among patients receiving antiretroviral therapy [13] . Despite these potential benefits, studies indicate the frequency of non-disclosure remains relatively high. About 25% of HIV infected patients do not disclose their HIV serostatus to their partners [14] . The proportion of women disclosing their HIV serostatus to their partners among HIV positive pregnant women attending antenatal care is even larger (60%) [15] . Disclosure is a complex process that requires delicate handling to prevent occurrence of unwanted effects [16] . HIV status disclosure can be a period of heightened risk for partner stigma, abuse and financial withdrawal and thus should be handled with caution [17, 18] . Therefore, the purpose of this study was to determine the frequency, factors associated with disclosure and the potential barriers and facilitators to disclosure of HIV serostatus by pregnant women attending antenatal clinic at Mbarara Regional Referral Hospital (MRRH), South Western Uganda.
Methods
Study site: The study was conducted at Mbarara Regional Referral Hospital Antenatal Care clinic (ANC). The study was conducted among HIV positive pregnant women attending the antenatal clinic at Mbarara Regional Referral Hospital ANC. The antenatal clinic sees 700 women per month at least 90% of women in Uganda attend at least one antenatal visit during their pregnancy. The antenatal HIV prevalence in Uganda is 6.4% while the prevalence in Mbarara Hospital maternity ward is about 12% [19] . Mbarara Hospital is both a teaching hospital for Mbarara University Medical School and Regional Referral Hospital located within Mbarara Municipality, Mbarara district in the Western region of Uganda about 270Km from the capital city Kampala. The facility provides care for a diverse ethnic group of patients from the region, including some parts of the Democratic Republic of Congo, Rwanda and the Northern part of Tanzania.
Study design:
The study was a cross sectional study using both quantitative and qualitative methods. The quantitative method involved use of interviewer-administered pre-tested questionnaires while the qualitative method involved two focus group discussions (FGDs) i.e. eight HIV positive women who had disclosed their serostatus and eight positive women who had not disclosed.
Sample size and sampling procedure: The sample size calculated was 103 women using the formula by Kish and Leslie (1965) . The sample size was calculated based on the assumption that 20% of women attending antenatal clinic will not disclose HIV results to anyone. Using an error margin of 7.5%, an estimated 103 women were sufficient to answer the study objectives. The HIV positive pregnant women attending MRRH ANC were consecutively recruited until the desired number of 103 was achieved while every 5 th respondent during the quantitative survey was also requested to participate in a focus group discussion until the required number of eight participants per group.
Data collection and instruments:
The HIV positive mothers were received at the registration desk with the rest of the pregnant women. They were identified using the HIV status codes on their ANC charts. The clinician handed them over to a research assistant in a separate room away from the routine antenatal clinic activities.
The research assistant provided the mothers with information about the study and sought their consent to participate. Quantitative data was collected using interviewer-administered pre-coded pre-tested questionnaires to determine: The socio-demographic variables such as age, marital status, residence, employment, education level, nature of domicile, religion, parity and tribe. The disclosure status (disclosed or not disclosed), to whom, when it was done, and the outcomes of disclosure were collected. The questionnaire was pretested and translation double verified. The questionnaire was piloted, and necessary adjustments made. The data was cleaned.
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Ethical consideration:
The work was presented to the department of obstetrics and Gynecology at Mbarara University and ethical approval sought from the faculty research ethical committee.
Individual consent was obtained from the participants enrolled. Only participants who voluntarily agreed to participate in the study received an interview.
Results
Majority of the participants were between the ages of 18 and 35 years (94.2%), Christians (89.3%), had primary education (56.3%), were married either monogamously or polygamously (94.1%), were multipara (61.2%), lived in a nuclear family setting (71.8%), unemployed (59.2%) and had a monthly income of between 50,000-100,000 Uganda shillings (42.7%). Among the respondents who were below 18 years, 83.3% had disclosed their serostatus.
Disclosed among those who had no formal education was 100% (Table 1) . Persons disclosed to included partners (57%), parents (25%), friends (9%), relatives (6%) and siblings (3%). Out of the 103 respondents, 88 (85.4%) had disclosed to at least someone.
About seventy nine percent (79%) had disclosed within less than 2 months of testing positive while 9.1% had disclosed after 6 or more months of having tested positive ( Table 2) . One of the respondents in the focus group discussions reported having disclosed within seven days as evidenced by her response i.e. "I told my husband on the second day following my testing positive because he had disclosed to me his serostatus and was openly taking his HIV drugs" said 30-year-old mother of three. Most women who disclosed their sero-status were encouraged by health care workers, had partners who were caring and had disclosed to them (Table 3) . This was further supported by information gathered from the focus group discussions where participants reportedly disclosed because their partners had disclosed to them and some had been Table 4) .
Discussion
About 85% of the participants had disclosed their HIV serostatus to at least one person and of these participants, 57% had disclosed to their partners. Almost 80% had disclosed within less than 2 months of testing HIV positive. Women disclosed their serostatus because their partners had disclosed to them (27.3%), their partners were caring (27.3%) and health workers had encouraged them to disclose (25.0%). Following disclosure, majority were comforted disclosure to their partners found that 69% had disclosed to their partners [20] . The overall HIV status disclosure to sexual partner in a study in Ethiopia was 57.4% and the study showed that there is significant association between knowing HIV status of the sexual partner [21] . The rate of disclosure to partners in our study was 57%. These rates of disclosure to partners are almost similar probably because the settings were almost the same and the populations studied were from the low resource settings and had similar socio-economic and demographic characteristics.
Negative disclosure outcomes and reasons for nondisclosure: in our study, women who disclosed were accused of infidelity, others were verbally abused, beaten, and a few were partner, discussion about HIV testing before going for testing, having secondary education, age of more than 25 years, attending more antenatal care visits [26, 27] . Other factors associated with disclosure include having communication skills to disclose, having initiated anti-retroviral therapy, receiving ongoing counselling, having ever seen an HIV infected person publicly disclose their HIV status, being married, knowing the importance of HIV serostatus disclosure and being employed [28, 29] . The strength of our study is that it employed mixed methods to determine responses to multiple aspects of the disclosure are among a vulnerable group of women. The weakness to our study is that it had a small sample size.
Conclusion
There is heightened need to emphasize the importance of disclosure to enable increased participation in treatment and support programs; and find ways of minimizing the negative consequences and optimizing the positive outcomes of disclosure of the HIV status.
What is known about this topic
 That disclosure is a potential strategy for dealing with stigma among patients receiving antiretroviral therapy;
 HIV status disclosure can be a period of heightened risk for partner stigma, abuse and financial withdrawal and thus should be handled with caution;
 Disclosure is a complex process that requires delicate handling to prevent occurrence of unwanted effects.
What this study adds
 The disclosure proportions among HIV-infected pregnant women in Mbarara Hospital;
 The factors associated with disclosure among HIVinfected pregnant women in Mbarara Hospital;
 The reasons for non-disclosure among HIV-infected pregnant women at Mbarara Hospital.
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